Introduction
With the advancement of laboratory diagnostic facilities many of the probable diagnostic diseases could now be diagnosed. Pulmonary Embolism (PE) is such a disease which poses a great diagnostic dilemma. PE has a high mortality if appropriate and adequate measures are not taken promptly. Many cases of PE is wrongly diagnosed due to inadequate study by the researchers and lack of idea about the disease.
Pulmonary Embolism (PE) is one of the most common acute severe pulmonary illnesses and account for at least 30,000 deaths per annum in U.K. Symptomatic PE occurs in up to 1% of all post operative patients. A significant proportion are not suspected in life. Thus continued awareness of the possibility of PE in high risk group and willingness to pursue the diagnosis on the ground of clinical suspicion are likely to reduce morbidity and save lives.
PE most commonly result from detachment of vascular thrombus from the leg (70-80%) or pelvis (10-15% Clinical assessment PE is a disease of pulmonary circulation, hence indirectly affecting the lung parenchyma whereas cough and haemoptysis often are due to diseases of airways.
Chest pain:
The lung has no pain fibers, including the visceral pleura, PE can only cause chest pain if there are peripheral parenchymal changes spreading outside the lung to the (very sensitive) parietal pleura. Where CxR shows normal lung parenchyma, acute pleuritic chest pain most likely arises from the parietal pleura (perhaps with an effusion) or chest wall, making PE unlikely-but there are exceptions, in massive PE chest pain is central and nonpleuritic.
Dyspnoea, tachypnoea, and hypoxia common in PE, and if CxR is normal suggest that this is the probable diagnosis. Conversely, a patient without dyspnoea and also respiratory rate <20/min is unlikely to have PE, especially if normoxic (both sentences evidence-based). Circulatory collapse is noted in massive PE.
Fever may occur, but such patients never volunteer this, thus PE is very unlikely in a patient with febrile symptoms. Similarly an acute chest illness associated with anorexia or upper respiratory tract onset will be a chest infection.
Cough: If a prominent symptom, is far more likely to be due to airway disease, particularly if there is wheeze.
Haemoptysis PE is unlikely if (a) moderate or large volume or (b) no other features of PE or (c) normal chest X-ray. Haemoptysis in PE is rarely the main presenting clinical feature.
Standard investigations
Chest X-ray, if necessary repeat it. Look for the following:
1. The more abnormal -the less likely is PE 2. If normal in a breathless hypoxic patient -the more likely is PE 3. If no pleural reaction in spite of chest pain -PE unlikely (but can occur) 4. Inspect carefully for consolidation, pleural effusion, lung cancer (all easy to overlook when PE is being considered). Pneumonia is the most frequent oversight.
ECG:
Although changes are common in PE, none is suggestive (even S 1 , Q 3 , T 3 ). Tachycardia, right axis deviation, right bundle branch block (RBBB).
However very useful at revealing alternative diagnosis (eg, pericarditis, IHD).
OXYMETRY:
Ensure that the patient has been in room air before assessment. 1. If normal , any PE is likely to be small 2. If low, and patient tachypnoic and normal chest X-ray, PE must be seriously considered. 3. Remember, anemia does not cause hypoxia. 4. If SAT >98% on air, consider hyperventilation (if so, high PaO 2 + low PACo 2 on blood gases).
D-dimer: (Reflecting plasmins breakdown of fibrin). Remember, do not do it if:
1. Patient is febrile, or any evidence of inflammatory disease. 2. You already have a clear diagnosis. 3. High clinical probability-these will need imaging anyway.
If it already has been done in this circumstances, and positive, ignore it.
Blood D-dimer assay should only be considered following assessment of clinical probability.
A negative D-dimer test reliably excludes PE in patients.
D-dimer might be positive in MI, sepsis, pregnancy, post operative. DVT, even proximal with PE, can occur with no symptoms or abnormality in the legs. Always use a tape to measure if DVT suspected.
